SUMMARY The results of treatment over a period of 10 years of 102 cases of cervical spondylosis with myelopathy are presented, with a complete follow-up in all cases to two years after the end of that period. Results similar to those previously recorded were obtained with treatment by a light Minerva plaster collar, or laminectomy, but the best results, 730 sustained improvement, were obtained in 65 cases treated from an anterior approach, by Cloward's operation. Of 48 patients showing sustained improvement, 38 returned to, and remained at work. Cloward's operation was first undertaken at the beginning of the 10 year period, and was increasingly adopted as a primary procedure. It became evident that benefit from any treatment in cases with symptoms of long duration was likely to be limited, and the best results were in cases with less than a year's history who had Cloward's operation (86% sustained improvement). The necessity for careful clinical and radiological diagnosis, and operative technique, is emphasized, also the desirability of careful scrutiny of assessments in series of this disorder.
Treatment of myelopathy from cervical spondylosis by immobilization in collars, short or long, may be followed by lasting improvement in some cases (Campbell and Phillips, 1960) . Decompressive laminectomy, with or without division of dentate ligaments is followed by improvement, occasionally marked, in about one-third to a half of cases (Northfield, 1955) . However, results were uncertain, and benefits apt to be limited. Some (O'Connell, 1956; Bradshaw, 1957;  Lees and Turner, 1963; Nurick, 1972b) have questioned the superiority of operative treatment over conservative management. The anterior surgical approach to the cervical spine (Cloward, 1958; Smith and Robinson, 1958) overcame the difficulty and danger of attempts to remove osteophytes and disc substance in front of the cord by a posterior (laminectomy) approach. In Cloward's operation the half-inch drill hole allows good access for inspection and thorough removal of disc and osteophytes. Grafting with a bone dowel gives immediate firm fixation, without need for a collar postoperatively. Reports of good results from this procedure have been published (Mayfield, 1965 ; Crandall and Batsdorf, 1966;  87' Verbiest and Geuse, 1966; Guidetti and Fortura, 1969) and some adverse reports (Galera and Tovi, 1968) .
METHODS
The present series (Table 1 ) includes all cases treated in the Neurosurgical Unit in Bristol over the 10 year period 1961-70, with a few exceptions listed below, and all followed up to 1972-that is, from two to 10 In nearly all the operated cases where improvement occurred, it was maintained throughout subsequent years, only a few suffering late deterioration. In all cases, it is the state at the last review-that is, in 1972-or immediately before an unrelated terminal illness, that is tabulated.
Of the 12 patients who remained improved after laminectomy a good proportion did well. Three have remained at work. Another six did not return to work because they were too old (over 65 years). One patient of 80 years, and another of 75 years had marked and sustained improvement.
Nevertheless, the overall results were a good deal better after Cloward's operation, and in the latter five years of the series there were 46 such operations as against 11 laminectomies, now virtually restricted to cases with narrow canals and multiple constrictions. Of the 48 patients (Bradshaw, 1957; Lees and Turner, 1963; Nurick, 1972b) Nurick's (1972a) (Table 3) is simpler, and allows a fairly straightforward comparison between different cases and progress in each case, though there might be some variation in placing cases in his grades '2' and '3', and some latitude for improvement or deterioration within these grades. Nevertheless it allows a stricter comparison than 'excellent', bone.
An essential step in the operation is the identification by radiology in the theatre of the level of a marker, a fine lumbar puncture needle, placed in a disc. There is also clearly no room for error in the depth of the drilling. The guard must be adjusted so that the drill projects a little less than the thickness of the vertebral bodies and disc allowing for radiographic magnification. This must always be checked carefully. Final removal of bone at the end of the drill hole is best done with a high speed burr. The drill hole must be made at the correct place straddling the disc, and at the correct angle so that it continues to do so throughout its depth. Otherwise it will be very awkward to get access equally to osteophytes above and below the disc; also excessive bone will be drilled out from one vertebral body and not enough from another -indeed, the end of the drill may slip along the intact cortical bone of one vertebra. (Particular care is required in dealing with two or three adjacent levels.) Inadequate fixation of the grafted dowel may result, also wedging of a vertebral body. If the drill is directed too far laterally there may be brisk bleeding from vertebral veins, and even damage to the vertebral artery, as well as inadequate fixation of the graft.
Removal of the osteophytes, disc cartilage, and fragments of annulus, adherent to the posterior common ligament and perhaps calcified, should be thorough. Good illumination and magnification with loupes or operating microscope are desirable. Curettes must be used with great care any slip might irrevocably damage the cord. A high speed air drill is very useful. A small incision through the posterior common ligament to expose the dura mater ensures that no protruded soft tissue mass is left behind. Enthusiasm in removing disc capsule laterally is misplaced. It may lead to instability and poor fixation of the dowel graft.
Clearly, the dowel graft must be shorter than the depth of the drill hole and in tapping it into place so that its anterior cortical surface is just deep to the anterior cortex of the vertebral bodies, it must not go too far-but short of this, damage to the cord in some cases may be done simply by the concussion of the mallet blows. This is indicated by jerking of the limbs, and postoperative increase in spastic paresis. It (Lees and Turner, 1963) , by a bias towards severe disablement, or by prolonged disability not being stressed. The large number of cases with 'severe disability ' in Lees and Turner's series has already been mentioned, and it is notable that eight of their cases treated with a collar had treatment continued for 1 to 10 years. On the other hand, it may be seen from Tables 4 to 7 in this paper that Nurick's series had a marked bias towards milder cases than the present series. Minor cases (Nurick's grade 1, and lesser degrees of grade 2) can be treated adequately by collars and avoidance of strain. In others, surgical relief of cord compression by a narrowing of the spinal canal, which is the significant cause of the myelopathy (Nurick, 1970; 1972a) 
